Studies have highlighted high prevalence of eating disorders among people with gender dysphoria, particularly transgender boys. This finding is extremely important: it means that transgender youth are exposed to the additional health hazards, which are extremely serious, of eating disorders. This paper highlights a series of conceptual problems inherent in the notion of 'comorbidity', and suggests that such notion needs careful examination. A superficial understanding such notion may lead healthcare professionals to assume that many transgender youth suffer additional psychopathology; they may thus become wary of commencing medical treatment for gender dysphoria until those other conditions are controlled. It is therefore essential, both from an ethical and a clinical point of view, that the notion of 'comorbidity' be properly understood, in order to avoid the risk that a helpful finding is turned into an additional stigma for transgender people and an obstacle to provision of medical treatment.
Introduction

Conversation with L and his mother
Mother: At 15 he became really controlling about what he ate; he became obsessive about exercise and eventually was diagnosed with anorexia. L: the whole reason I became controlling was because I was going through a puberty that I wasn't meant to go through. It was never about being thin or losing weight. It was about having this male physique. Mother: The child psychologist concentrated on the fact that he was a gifted child, and had been through a separation. Apparently that was a text-book diagnosis for anorexia. She actually used the term 'text-book'. I mentioned that when he was younger he wanted to be a boy, and to dress like a boy, and it became an obsession with him. She discounted that as she had already made her diagnosis and she was happy with that. L: I felt that was such a missed opportunity. If I could have come to terms with the fact that I was trangender, I could have started hormone-blockers and testosterone at a younger age, I would be so much more confident about my body -less insecure. I wouldn't have had to go through so much.
Mother: Professionals should look at the bigger picturefind out more. Things that may seem insignificant turn out to be very significant. This is a story of a transgender adolescent, 1 L., assigned female at birth and with a clear male gender identity since early childhood. Primarily in order to avoid pubertal development, L., once puberty hit him, started to diet and to adopt disordered eating patterns. Brought at that point to the attention of the clinical psychologist, L. was diagnosed with anorexia nervosa.
Various studies have highlighted a high prevalence of eating disorders among people with gender dysphoria, particularly adolescents, and particularly transgender boys. [2] [3] [4] [5] [6] [7] [8] [9] [10] A large study published in 2015, conducted across 289,024 students in over 200 American Universities, shows that gender nonconforming 11 students report more use of vomiting, laxatives and diet pills than do cisgender students, regardless of sexual orientation. 12 It has also been noted that more than half of the adolescents diagnosed with gender dysphoria hold one additional psychiatric diagnosis. 13 A correlation between gender dysphoria and disorders on the autism/Asperger spectrum has also been noted, 14 and it has been pointed out that 'the relationship between certain forms of psychopathology and [gender dysphoria] is still not entirely clear'. 15 These findings are worrying: disordered eating patterns can cause a wide number of health problems, 16 and eating disorders have the highest mortality of all psychiatric disorders. 17, 18 If the data reported just above are accurate, it means that a number of gender nonconforming adolescents are exposed to those risks, in addition to the hardship of gender dysphoria. 19 This in itself provides a moral reason to think about where the clinical community, or perhaps society as a whole, is still failing to support gender nonconforming people. But other issues, both theoretical and practical, emerge while reflecting on the recent data on comorbidity.
Stressing 'comorbidity' seems to mean that transgender people, particularly adolescents, are also afflicted by a psychological disorder (eating disorders), in addition to gender dysphoria (which is still listed in the DSM-V and in the ICD-10 -see also later in this paper, but that many do not see as psychopathology). 20, 21 Interpreting the data in this way can have a number of consequences: it can blind us, or healthcare professionals, to the reasons for which gender non-conforming people, particularly adolescents, adopt disordered eating patterns. It may, in other words, lead us or healthcare professionals to inadvertently construe the transgender person as a fragile individual, prone to psychological disorders and maybe afflicted by profound body dissatisfaction that appears to erupt in different ways (through the gender dysphoria, or through the eating disorder). Taking the comorbidity as a given, without reflecting carefully on its meaning, may thus in turn lead healthcare professionals to be wary of providing medical treatment to gender non-conforming adolescents: for example, they may decide not to provide pubertal suppressant medications or other hormonal treatment, at least until eating disorders are also adequately dealt with, or at least until it is clear what the deepest, underlying problem of the adolescent is.
Unless such comorbidity is properly understood, what is helpful data provided by latest research may, it will be argued, lead to serious mismanagement of gender dysphoria. This paper will suggest that the adoption of disordered eating patterns in gender nonconforming adolescents should not be regarded necessarily as evidence that the adolescent suffers from eating disorders. The salient features of eating disorders, as shall be discussed in more detail later, are typically absent in gender nonconforming youth: simply put, gender nonconforming youth may diet for reasons that are different from those found typically in eating disorder sufferers.
I will thus differentiate between eating disorders and disordered eating patterns, and suggest that not all those who adopt disordered eating patterns should be regarded as suffering from eating disorders. Healthcare professionals should be wary of easily posed correlations between syndromes, and be careful at interpreting the modality of behaviour adopted by gender nonconforming adolescents.
In the case history reported above, the diagnosis of gender dysphoria was missed altogether, but that case illustrates the importance of interpreting disordered eating patterns carefully, in order to make accurate diagnoses, and also to frame adequate and timely strategies of intervention.
Gender dysphoria in young persons
Gender identity refers to the sense of being a 'boy', a 'girl', a 'man', a 'woman', or being part of a non-binary group (for example 'genderqueer'). For many people, gender identity is congruent with the 'sex' 22 assigned at birth. Those in this group are usually referred to as 'cisgender'. People whose gender identity is not congruent with the 'sex' assigned at birth are in this paper referred to as 'gender nonconforming'. The spectrum of gender identities is wide and includes various understandings of the self: for example, for some people gender is stable across life, for some it is not, some people identify as a woman in some contexts and as a man in others, and some people do not identify in any gender.
Gender dysphoria refers to the psychological aversion towards the physical features that represent the 'sex' assigned at birth, and which is experienced as being in contradiction with the inner sense of gender identity. In addition to this, there can be the discomfort arising from being 'misread' -for example, being addressed by the wrong name or pronoun. And of course more serious harm derives from bullying, discrimination, and violence, still highly prevalent in several countries. 23, 24 Whereas the level of gender dysphoria may vary in different people, for many gender nonconforming people, it includes disgust towards the physical features that are incongruent with the sense of self. Such disgust may be absent or less sharp in children, as they can live in the role that accords with their gender identity (at least if they are in a supportive environment). However, as puberty approaches, the dysphoria is likely to accentuate; as the secondary sex characteristics develop, it is more difficult to hide the 'sex' of assignment, and to live in the role that accords with the gender identity.
The WPATH Standards of Care recommend that adolescents with strong and persistent gender dysphoria be treated with pubertal suppressant medications (usually gonadotrophin hormone-releasing analogue -GnRHa) soon after the beginning of pubertal development. 25 Intervention with the analogue gives the young person a breathing space, during which they can consider their options for their future lives. Such intervention is entirely reversible (phenotypic puberty resumes if treatment is suspended), and it is regarded both as therapeutic and diagnostic: it helps both professionals and youth to elaborate the person's 'genuine' gender identity without the distress of the changing body. [26] [27] [28] However, in light of the high apparent correlation between eating disorders and gender dysphoria, healthcare professionals may become wary of commencing medical treatment, particularly with pubertal suppressant medications, as these ought to be provided usually to minors, soon after the onset of puberty, and thus at a particularly delicate time of development (one additional concern may of course be that the patient may have not have attained full legal capacity to consent to medical treatment). This could be because they may want to understand what the 'real' problem of their patient is; they may not want to initiate gender treatment in doubt that the underlying problem may be of a different nature. Moreover, the WPATH Standards of Care state that a criterion for initiating hormone treatment is that other medical conditions should be 'reasonably well controlled'. 29 Even if the Standards of Care refer in this paragraph to medical conditions such as cardiovascular problems, this paragraph may in principle also apply to mental conditions, such as eating disorders. Moreover, even though the Standards of Care are not law and are not legally binding, they reflect a consensus of experts and thus it is expected that, unless there are strong reasons for doing otherwise, they will be followed.
However, for those who adopt disordered eating patterns to control pubertal development (like L. in the case history above), disordered eating patterns are unlikely to be effectively controlled until hormone treatment (at least puberty suppressant medications) is provided. The risk is thus that treatment may not be commenced because there is (so it may be believed) a concomitant eating disorder, but the disordered eating patterns are likely to continue unless medical treatment is provided.
Not providing or delaying medical treatment to adolescents needs to be considered carefully and should not be regarded necessarily as 'a cautious approach': as Kreukel and Cohen-Kettenis report [f] or many adolescents, being refused treatment during this difficult period is a form of psychological torture. Providing such adolescents with early interventions might be viewed as harm reduction. [. . .] [N]ot giving these youngsters treatment might lead to risky behaviors (for example, prostitution, self-mutilation, selfmedication or suicide). 30 In the long term, untreated adolescents who will transition will have to undertake invasive surgery that would have been prevented with the analogues; mastectomy, for example, chondrolaryngoplasty (reduction of the Adam's apple), voice-pitch altering surgery, among others. Some of the effects of pubertal development cannot be reversed even with surgery, once they have taken place (for example, body size and conformation). Therefore, long-term body satisfaction is also compromised unless analogues are provided on time. 31 Untreated adolescents are also more exposed to bullying and other forms of psychological, verbal and physical abuse because of their appearance. 32 As the WPATH recognise:
[R]efusing timely interventions for adolescents might prolong gender dysphoria and contribute to an appearance that could provoke abuse and stigmatisation. As the level of gender-related abuse is strongly associated with the degree of psychiatric stress during adolescence, withholding puberty suspension and subsequent feminising and masculinising hormone therapy is not a neutral option for adolescents. 33 Given how much is at stake for the adolescents concerned, it is imperative that the correlation between gender dysphoria and disordered eating patterns is understood properly. It is crucial to understand whether or not the adolescent is engaging in disordered eating patterns, but also to understand why they do so.
Understanding the co-morbidity of disordered eating patterns and gender dysphoria
As discussed in the Introduction section, several studies have registered a high co-morbidity of eating disorders and gender dysphoria. The problem with so-called 'co-morbidity' or 'correlation' between gender dysphoria and eating disorders is that it is based largely on observation of people's behaviour. But obviously someone who diets to excess is not necessarily anorexic, and does not necessarily 'suffer from eating disorders': hunger strikers are not anorexic; models, dancers and climbers or runners are not necessarily anorexic; hunger artists or 'detox practisers' are not necessarily anorexic. We may debate what the notions of anorexia and eating disorders should encompass, but the salient features of eating disorders may not necessarily be present in gender nonconforming people who adopt disordered eating patterns.
In order to understand this point better, it is important to provide a brief account of eating disorders. This account will only focus on the most salient features of eating disorders, as they would usually be understood in clinical psychology and psychiatry.
Eating disorders: A brief account
Eating disorders are generally understood as including anorexia nervosa, bulimia nervosa and, according to the latest edition of the DSM, binge eating disorder 34, 35 (one of the pioneers of studies of eating disorders, Hilde Bruch, also included obesity among them). 36 Very briefly, anorexia is characterised mainly by restriction of food intake, combined with an extreme fear of putting on fat and body weight. Bulimia is characterised by loss of control over food, resulting in eating large quantities of food in a very short period of time. These episodes of 'loss of control', sometimes called in the literature 'food orgies' are followed by compensatory practices (these include but are not limited to self-induced vomiting, use and abuse of laxatives or diuretics and excessive exercise). Binge eating is also described as loss of control over food and consumption of large quantities of food over a very short period of time, but the episodes are not followed by compensatory practices, such as self-induced vomiting.
Although the three syndromes are distinguished in the DSM-V, there is significant overlap: for example, many anorexics use exercise, self-induced vomiting and other compensatory practices in order to control body weight. Many of them also suffer from bulimic episodes. Likewise, bulimics are typically driven by the lure for thinness: they usually attempt to exercise strict control over food intake and they break through their regime. In fact, bulimia often appears after a period of anorexia and some argue that it is just the other side of the same coin. 16 Binge eating also has features that overlap with anorexia and bulimia: in this case too eating is associated with self-disgust, shame and guilt. This indicates that the psychological dynamics that characterise binge eating may have affinity with those characterising anorexia and bulimia: there is something disgusting and shameful about eating, and control of food intake, and thus thinness, are also valuable for the binge eaters. Control of food intake, revulsion of eating, fat and body weight and longing for thinness are thus likely to be in the psychological background of all three groups.
Some sufferers would rather die than put on the weight sufficient for survival. Such importance attached to thinness is often qualified as 'irrational', as it has no apparent logical explanation. Eating disorders have been interpreted in various ways; for example, as originating from family dynamics in which overly controlling parents impede the expression of the autonomy of their children, and such autonomy is then claimed back by the child through control of food intake. According to another interpretation, the value of thinness can be explained by reference to certain shared moral ideals relating to the value self-control and will power. According to yet another interpretation, eating disorders derive from social factors, such as the changes and confusion in expectations of women in modern Western societies; in some psychoanalytic/ psychodynamic interpretations the sufferer, most usually a young woman, refuses to grow up because she is unconsciously frightened of the conflicting demands that she will be unable to fulfil. Neuro-physiological and genetic factors also seem to be associated with eating disorders. These are only a few hypotheses on eating disorders, and there are many others. 16 Eating disorders appear to have complex and multifactorial aetiology, and it is possible that many of the interpretations and hypotheses found in the literature may capture a part of the truth around such complex and clinically resilient syndromes.
None of these interpretations, however, is likely to apply easily to the situation of gender nonconforming adolescents. Diet, in other words, is likely to serve markedly different purposes in gender nonconforming adolescents. But there is more: diet is also likely to serve purposes that are intelligible and that it is rational for the adolescent to pursue. Dieting may be a way to suppress secondary sex characteristics, to avoid menstrual cycles, or visible breasts, or more generally to attempt to delay puberty for as long as possible. Once these goals are achieved, there may not be further drive towards thinness. These goals are different from the drive for thinness that motivates eating disorder sufferers. Of course eating disorder sufferers, like transgender adolescents, do not just 'want to be thin' -as mentioned earlier, there may be complex reasons, historical, social, familial, perhaps genetic and neurological, which may explain why people get entangled in the grip of an eating disorder. But eating disorder sufferers do not usually have clear, intelligible purposes in mind that explain why they are attempting to lose weight. So unclear are these purposes, and so powerful the drive to thinness, that eating disorder sufferers usually experience the whole eating disorder as out of control. They do not decide to be revolted by fat, and they do not decide to overeat and vomit. They attempt to exercise strict control over their diet but many would not be able to explain why they feel compelled to do so. It is precisely this difficulty in grasping the reasons that precipitate people in the vortex of eating disorders that make eating disorders -somehow paradoxically -relatively easy to identify 16 but at the same time extremely hard to treat.
Instead, in the case of gender nonconforming adolescents the disordered eating pattern appears rational, if not reasonable, and understandable, especially if the person is not receiving medical help adequate to his or her needs. As Swaab notices, 37 the results of 'anorexic' behaviours are perfect for gender nonconforming people, especially boys. The weight loss ensures the diminution or absence of breast tissue; the periods cease. These may be seen as advantages to be gained, rather than the accidental sequelae of not eating.
Indeed, whereas many psychiatric diagnoses are of questionable reliability and validity, 38 eating disorders are a well-defined syndrome, and difficult to be mistaken for a different mental health problem. So it should be relatively easy to assess whether the adolescent's disordered eating stems from the value of thinness and disgust for fat, or instead from the wish to arrest pubertal development. But in order to make such an assessment, it is necessary to move beyond the mere observation of behaviour.
It is of course possible that some gender nonconforming persons may also develop an eating disorder, in the same way in which it is possible that they may develop, say, gastritis. But the fact that a high number of gender nonconforming people adopt disordered eating patterns is no indication that these people also have an eating disorder as it would usually be understood in clinical psychology and psychiatry. Thus it may not be true, strictly speaking, that eating disorders are more prevalent in the transgender population than in the general population. Disordered eating patterns may be more prevalent, but this does not mean that eating disorders are more prevalent too. Gender nonconforming adolescents may adopt those patterns, as L. in the case history above, in order to deal with the gender dysphoria. The disordered eating pattern in these cases could be conceptualised as an additional sign of gender dysphoria and not as an additional psychiatric syndrome. It could also be seen as an indication that something is not right in the clinical management of the dysphoria, rather than as a sign that something is not right within the individual patient. In other words, if the adolescent sees him or herself forced to take drastic steps to conceal the secondary sex characteristics, this may indicate that the clinical management of the gender dysphoria is dissatisfactory.
Given that growing up in a body that carries visible signs of the 'sex' of assignment is simply not an option for many gender nonconforming adolescents, the attempt to keep the body as undeveloped as possible may be the only solution open to the adolescent, unless satisfactory medical treatment is provided in a timely fashion.
Thus, it would be simplistic to read the correlation found in the literature as an indication that many gender nonconforming adolescents are afflicted by psychopathology, in addition to gender dysphoria. At worst, seeking alternative psychopathological reasons for the disordered eating may blind professionals to the fact that the medical care provided may be inadequate, and that this delay or failure to treat the gender dysphoria may be the direct cause of the disordered eating.
Gender nonconforming people may also adopt compensatory methods. This should likewise not deceive healthcare professionals into thinking that the adolescents have 'comorbid bulimia'. Clearly two people who make themselves sick will face similar health risks. For example, both of them may suffer electrolyte imbalance, which could in turn cause arrhythmias; both may suffer tooth decay or abrasion of the oesophagus. But how these people can be helped and should be helped will vary depending on why they vomit. The psychological dynamics triggering behaviour that may appear similar to a superficial observation may be different, and different should be the understanding and the management of the distress exhibited. Understanding the possibility that dieting and compensatory behaviours may be a rational and successful strategy to avoid pubertal changes should be central to clinical responses.
It is of course possible that a transgender person on a strict diet with the clear purpose in mind to defer puberty or to conceal the secondary sex characteristics, will at some point also have a breakthrough and a food orgy followed by compensatory practices (a strictly speaking 'bulimic' episode). Still that does not make the gender dysphoric adolescent 'a bulimic patient' or a person affected by bulimia. The psychological dynamics and the predicaments suffered by the different sufferers may be different, and should be regarded as such.
Primary and secondary gender dysphoria: The issue of body dissatisfaction
The correlation of eating disorders and gender dysphoria, unless properly understood, may be interpreted as suggesting that the primary or underlying problem in those transgender youth who adopt disordered eating patterns may be body dissatisfaction. Body dissatisfaction may, at a superficial observation, be seen as the common denominator of gender dysphoria and eating disorders.
Whereas both gender nonconforming people and people with eating disorders are likely to suffer body dissatisfaction, as with dieting the nature of such dissatisfaction needs to be understood properly in order to intervene effectively. If the 'primary problem' in gender nonconforming people who adopt disordered eating patters was thought to be body dissatisfaction, this would nearly automatically rule out provision of medical treatment for the gender dysphoria.
Transgender medical care treats body dissatisfaction in a way that is at odds with the way in which other forms of body dissatisfaction are usually managed. 39 It would be a strange way of helping, say, an anorexic, to give dieting pills to reach the desired level of thinness. 40 But medical care of gender dysphoria does exactly that: it helps individuals to obtain the absent, or reduce the present, sex characteristics that cause body dissatisfaction. Thus, transgender care is at cross-purposes and irreconcilable with the usual treatment of body dissatisfaction.
The binomial 'gender dysphoria/eating disorders' could thus in principle lead us to consider 'converting' the individual to accept the 'sex' assigned at birth as a legitimate goal of the medical intervention: it could in fact be the only legitimate goal under this perspective. But as is now well known, 'conversion' or 'reparative' therapies are useless at best, are more likely to be harmful, and are currently regarded as unethical. 41 In most cases, the body dissatisfaction that afflicts gender nonconforming people radically decreases once medical care (for example, hormonal treatment or reassignment surgery) is provided. [42] [43] [44] Also in adolescents with strong and persistent gender dysphoria, dissatisfaction is usually reduced once pubertal suppressant medications are provided. 27 This suggests that in all likelihood body dissatisfaction is typically not the cause of gender dysphoria, but its consequence.
Moreover, although both eating disorder sufferers and gender nonconforming people may suffer body dissatisfaction, the dissatisfaction experienced by these groups cannot be easily compared. Such comparison is beyond the remit of this paper, but, as noted earlier with regard to dieting, stressing that two groups or two individuals suffer body dissatisfaction does not mean that they suffer the same thing. As indicated in the opening case history, for L. dieting was never about being thin (it was not about being revolted at the idea of maintaining a healthy body weight, it was not about not wanting to face the challenges of adulthood, or about feeling guilty about eating, or wanting to gain control over the family): it was about growing up in the wrong body. This is illustrated further by the fact that the type of body dissatisfaction that is or may be a part of gender dysphoria may lead to the adoption of disordered eating patterns but the reverse is not true: eating disorder sufferers typically do not develop gender dysphoria along the way. Gender dysphoria and eating disorders should thus continue to be considered as two different conditions, and not two possibly related syndromes caused by underlying 'body dissatisfaction'. Gender nonconforming behaviours are unlikely to serve purposes important to eating disorder sufferers; disordered eating patterns are instead likely to serve purposes important to gender nonconforming individuals (possibly when these purposes are not served by medical services).
This of course does not mean that those who apply for treatment for gender dysphoria should receive it without careful assessment. What is suggested here is that the alleged 'co-morbidity' of gender dysphoria and eating disorders should be interpreted cautiously as possible co-occurrence of gender dysphoria and disordered eating patterns, rather than of gender dysphoria and eating disorders psychopathology. As a consequence, the findings reported in the literature should not lead doctors to worry that gender dysphoria may be a symptom of some other underlying psychological issue (such as body dissatisfaction) and assume that therefore the patient may not benefit from treatment for gender dysphoria at least until such dissatisfaction is properly dealt with. Even where their patients exhibit disordered eating behaviours, healthcare professionals should not automatically regard them as afflicted by two syndromes, but should investigate the meaning and purposes of the behaviours adopted. Moreover, given the high association of disordered eating patterns and gender dysphoria, healthcare professionals should also regard disordered eating patterns as a possible sign of gender dysphoria, in cases in which the adolescent (like L.) is brought to the medical attention without a diagnosis of gender dysphoria.
Psychopathology and stigma
Stressing the high correlation of gender dysphoria and eating disorders may, as an unintended consequence, reinforce the idea that gender dysphoria is psychopathology or often associated with psychopathology. As mentioned earlier, there is increasing recognition that gender diversity is not mental illness. The term 'disorder' has been removed in the latest DSM-V and what is now still called 'Gender Identity Disorder' in the ICD-10 will be renamed and removed from the list of mental illnesses in the ICD-11. 19, 20 The published literature on comorbidity of gender dysphoria and eating disorders and other psychopathologies may make the psychopathologisation of gender dysphoria return through the window, just after it has been ejected via the front door.
Of course often gender nonconforming adolescents may come to the attention of healthcare professionals with a number of mental health issues. Many gender nonconforming youth still experience rejection within their families, bullying and isolation in school, and many other forms of social ostracism and discrimination, culminating at times in open violence. These experiences are all likely to cause psychological suffering; this adds to the intra-psychic difficulties that may accompany the elaboration of a nonconforming gender identity. However, the mental health issues that often accompany gender dysphoria (such as anxiety or depression) are typically secondary to the gender dysphoria, and usually ease off or disappear once the dysphoria is treated properly. 45 It is not claimed here that gender nonconforming adolescents who adopt disordered eating patterns will immediately stop doing so once medical treatment is provided. What is claimed instead is that recognising the difficulties that may be experienced by gender nonconforming adolescents should not foster the misguided idea that gender nonconforming youth is typically a psycholabile group likely to suffer from a number of psychiatric comorbidities.
Conclusions
A proper understanding of the association of gender dysphoria and disordered eating patterns is essential to good clinical practice. Obtaining medical treatment for gender dysphoria is not straightforward, and the additional diagnosis, unless properly interpreted, instead of facilitating and improving care, may turn the journey towards medical care even harder than it already is.
An unqualified statement of the correlation between gender dysphoria and eating disorders may lead healthcare professionals to believe that medical treatment for gender dysphoria should not be provided, at least until the 'underlying' body dissatisfaction is dealt with, or until it is clear what the relationship between body dissatisfaction, disordered eating and gender dysphoria is.
However, the body dissatisfaction of gender nonconforming adolescents often cannot be treated without medical help (medical help that often these adolescents, differently from eating disorder sufferers, are desperate to obtain). Deferring treatment may thus lead to an exacerbation of the disordered eating patterns, as this (together with self-medication) is what is left to the adolescent to cope with the development of the body.
Of course the finding of a correlation between gender dysphoria and disordered eating patterns is an important one. Any research, or investigation, be it theoretical or empirical, from any discipline, which sheds light on the complexities of gender identity development, conforming or not, is a valuable addition to the knowledge of human nature. But the findings need to be read accurately and interpreted carefully.
Although gender diversity (like sex diversity) is increasingly recognised as a natural part of being human, gender nonconforming people are still afflicted by a number of predicaments: some of them are inherent to the mismatch between the body and the self; some of them may relate to the way in which diversity is accepted, validated or ostracised in the familial and social systems in which people happen to live. There is no doubt that, even in the more accepting families and societies, gender nonconforming people may face hardship that is not known to others.
That a high number of gender nonconforming adolescents engage in self-harming eating patterns is a reason for concern. It means that a number of these adolescents are not only at risk of the well-known sequelae of psychological and physical harm associated with gender diversity (such as discrimination, verbal physical and sexual abuse, refusal of medical care, rejection and self-medication) but also at risk of the secondary symptoms of abnormal eating, which can be severe, long-lasting and even fatal. Care and medical treatment should therefore be adjusted to consider those health risks.
Perhaps more importantly, the correlation between gender dysphoria and disordered eating should alert us to the fact that healthcare systems may still be failing to provide appropriate and prompt medical care. If the necessary medical treatment was made available, it is possible that the raised prevalence of disordered eating in gender nonconforming youth would decrease. Whether that would happen is a question of an empirical nature that cannot be answered in this paper. However, there is a good reason to believe that it may: thus the correlation between gender dysphoria and disordered eating patterns must be understood properly, should not be interpreted simplistically as comorbidity of gender dysphoria and psychopathology, and should not in principle cause the provision of medical treatment for the gender dysphoria to be delayed or withheld.
